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Introduction
Despite the abundance of empirical studies that have targeted a whole range of
social groups and (preventive) health services, little remains understood about
the underlying mechanisms that drive persistent socioeconomic inequalities in
preventive health care use. Recently, cultural health capital and health lifestyles
have been discussed theoretically with regard to their roles in preventive health
care inequalities. Given substantial analogies, I explore in this chapter how our
understanding of cultural health capital and preventive health care inequalities can
be advanced by applying the five theoretical principles of the life course perspective
as described by Elder and colleagues (2003). The objective is to set out a framework
that can be applied to different forms of preventive health care. However, I use the
example of mammography screening, as this preventive health habit has been the
focus of my empirical research. There are several reasons for this choice. First,
breast cancer constitutes a very important public health issue, as it is the most
frequently diagnosed form of cancer among European women (Ferlay et al. 2010)
and the leading cause of female death from cancer (Ferlay et al. 2013; Jemal 2011).
Mammography screening is the only evidence-based method for detecting breast
cancer at an early stage (Youlden et al. 2012), and has improved survival rates
by 19 to 32 % in several European countries for women in the age range 50 to
69 (Hakama et al. 2008). Socioeconomic inequalities have also been reported with
regard to mammography screening (e.g. Duport and Ancelle-Park 2006; Jusot et al.
2011).
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The second reason for choosing mammography screening relates to data avail-
ability. Information is available about the year in which women commenced regular
mammography screening. Unfortunately, information on the timeliness is rare in
the field of preventive health care despite the fact that the notion of timing is also
a vital aspect of preventive health habits, as is outlined below. This duration data
enables us to illustrate the potential of all five life course principles for preventive
health care research1 by means of event history analysis. This statistical technique is
commonly used in life course research, as the concept of transition is central to both
the theoretical perspective and the statistical modeling of event histories (Wu 2003).
The chapter is structured as follows: first, I outline how preventive health care
inequalities have been approached traditionally, before focusing in detail on cultural
health capital theory and health lifestyle theory. Each of the five principles of the life
course perspective and their potential application and similarities with preventive
health care research are elaborated upon separately, although there is unavoidably
some overlap. Each time, I refer to previous empirical work to illustrate the
empirical application of a particular principle using the example of mammography
screening.
Theoretical Models on Preventive Health Care Inequalities
Traditional Approaches to Preventive Health Care Inequalities
To assess socioeconomic inequalities in preventive health care use, the need-
adjusted approach based on Andersen’s heuristic model of health service use
(Andersen et al. 1970; revised form: Andersen 1995) is generally relied upon.
Researchers define and adjust for indicators of ‘need’ and subsequently assess
whether socioeconomic inequalities in health care use persist. Inequity arises, for
example, if individuals in higher socioeconomic groups are more likely to use, or
are using, a greater quantity of health services – after controlling for their level of
ill-health – compared with that of lower socioeconomic groups (van Doorslaer et al.
2006).
In addition to the need-adjusted approach of Andersen (1970, 1995), socioeco-
nomic differences in preventive health care use have traditionally been explained by
theoretical models of health behavior, such as the widely-used health belief model
(Becker and Maiman 1975) and the theory of reasoned action (Fishbein and Ajzen
1975). Importantly, these models highlight the role of beliefs (about perceived risks,
1The other side of the coin is that the effectiveness of mammography screening continues to be
a widely-debated prevention strategy (Gotzsche and Nielsen 2009), despite general guidelines by
the WHO (2013) and the European Union. Although this renders the discussion somewhat more
complex on several points, it does not hinder us in our aim to set up a new framework for preventive
health care research.
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severity, efficacy of personal action, benefits, and costs) in preventive health care
use, and contend that use is not determined by financial means alone, as is often
assumed when adopting a need-adjusted approach (Rajaram and Rashidi 1998).
However, these agency-oriented paradigms lack an understanding of how beliefs
are socially and culturally structured (Blane 2008; Frohlich et al. 2001; Rajaram
and Rashidi 1998) and how they are acquired over the course of an individual’s
life. In twenty-first century medical sociology, there is now a growing awareness
that understanding the true social rooting of health and illness requires a shift from
the dominant agency-oriented paradigms towards a more neo-structural perspective
(Cockerham 2005, 2007).
Cultural (Health) Capital Theory
Recent theoretical developments have aimed to underline the structural dimension
of health and health care habits. A central element is the conceptualization of social
position. Scholars have argued that in current post-industrial societies, stratification
is not driven by social class alone (Clark and Lipset 2001). As a result of better
labor conditions, increasing wages, and disposable time, consumption patterns
have gained importance (Bogenhold 2001). Therefore, the explicit inclusion of
cultural capital in explanatory approaches to social inequality in health and health
behavior has been advocated, rather than deducing it from general measurements
of socioeconomic status (SES), such as social class and income (Abel 2008; Abel
and Frohlich 2012; Shim 2010). Bourdieu (1986) described how inequality could be
reproduced by the interplay of three different forms of capital: economic, social, and
cultural. He further identified three different forms of cultural capital: objectivized
(e.g. books, artefacts, paintings), institutionalized (e.g. education, job title) and the
embodied state incorporating mind and body (e.g. values, skills, knowledge).
When applying Bourdieu’s (1986) general notion of cultural capital to health
and health care research, what is termed cultural health capital can be defined as
comprising “all culture-based resources that are available to people for acting in
favour of their health. In its incorporated form it comprises health-related values,
behavioural norms, knowledge and operational skills“ (Abel 2008, p. 2). This
form of cultural capital becomes directly relevant to health through the adoption
of healthy lifestyles, such as engaging in preventive care (Abel 2008; Abel and
Frohlich 2012; Phelan et al. 2004; Shim 2010).
Analogous to life course research, a longer view of an individual’s life is taken
when elaborating on how cultural health capital develops. It has been argued that the
health-relevant knowledge and skills used to lead healthy lives start accumulating
in childhood and this proceeds over the life course through repeated contacts
with health care providers and lifelong socialization (Abel and Frohlich 2012;
Mirowsky and Ross 2003; Shim 2010). Cultural health capital theory highlights
that people’s behavioral options and preferences are structurally constrained and
unequally distributed between social groups (Abel 2008).
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Health Lifestyle Theory
In the same theoretical tradition, Cockerham (2005, 2007) developed the ‘health
lifestyle theory’ to underline the structural dimensions of health lifestyles. Starting
from Weber’s lifestyle concept (Weber [1922] 1978), Cockerham described health
lifestyles as “collective patterns of health-related behaviour based on choices from
options available to people according to their life chances” (Cockerham 2000, p.
165). Health lifestyles are largely shared by individuals close to one another in a
social space, and whose similar opportunities in terms of life chances give rise to
a shared general habitus as elaborated by Bourdieu. In La Distinction (1984), he
outlined how this dialectic interplay between life choices and life chances gives rise
to a set of lifestyle dispositions, which make up the habitus of individuals. Members
of the same social class are more likely to share the same general habitus, because
they internalize the same life chances. Hence, choices of health lifestyles are not
uncoordinated, but are largely shared by social class members (Cockerham 2005,
2007) and are likely to be transmitted intergenerationally (Wickrama et al. 1999).
Bourdieu’s notion of habitus (1984) entails that “health-related behaviour can be
seen as a largely routinized feature of everyday life which is guided by a practical
or implicit logic” (Williams 1995, p. 583). Therefore, not every use of available
resources, including cultural health capital, is as conscious as traditional models of
health behavior assume (Abel and Frohlich 2012; Shim 2010).
Cockerham (2007) highlighted that notwithstanding their own complexities,
health practices comprise an overall pattern, accordingly the regular take-up of
preventive mammography screening can be viewed as an expression of a health
lifestyle that started to develop during childhood. There is also empirical support
for a general behavioral orientation towards a health lifestyle (Donovan et al.
1993).
Preventive Health Care Inequalities Along the Five Principles
of the Life Course Perspective
Principle 1: Life-Span Development
The life course perspective is distinctive for its extended time frame and its focus on
evolving dynamics that begin in early childhood (Elder et al. 2003). A key issue
that is addressed is the sociogenesis of inequality between people over the life
course (Schafer et al. 2011). Early advantage or disadvantage can set in motion
a series of cascading socioeconomic and lifestyle events that have consequences
across different domains in later life, such as education (Gamoran and Mare 1989)
and work (Gangl 2004). More recently, the life course perspective has also been
introduced in social epidemiology by Blane (1999), Kuh and colleagues (2003), and
Halfon and Hochstein (2002). Studies have already revealed that early or midlife
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factors, such as childhood socioeconomic conditions and health, have long-term
influences on adult health and mortality (Due et al. 2011; Hayward and Gorman
2004), and healthy ageing (Brandt et al. 2011). However, the role of the life course
perspective in terms of preventive health care use still needs to be assessed.
Cultural health capital theorists have implicitly adopted the idea of life-span
development. Yet, the way in which cultural health capital is acquired and how it
evolves over time remain unexplored (Shim 2010). We are in the dark regarding
whether and which specific life stages or experiences are crucial in the development
of cultural health capital or health lifestyles (Singh-Manoux and Marmot 2005).
Pioneering empirical studies on cultural health capital have been conducted (e.g.
Dubbin et al. 2013). However, the developmental dimension of cultural health
capital has not yet received much attention.
Childhood socioeconomic conditions can shape the development of health-
related behaviors (Kuh et al. 2004) when parents transfer skills and knowledge
to their children (Abel and Frohlich 2012; Singh-Manoux and Marmot 2005). In
addition to setting an example by buying food, (alcoholic) beverages, engaging in
sports, taking their children for regular dental check-ups, etc., the beliefs supporting
parents’ own health behavior are transmitted unintentionally or via explicit teaching
efforts (Lau et al. 1990; Tinsley et al. 2002).
The SHARELIFE2 data enables the initial empirical testing of cultural health
capital theory by including several unique measurements (see Missinne et al. 2014
for methodological details). The main question posed here is whether childhood is
a decisive period in the development of preventive health behavior. Empirically,
it is assessed whether cultural health capital in childhood, as approximated by
childhood preventive behavior, predicts the take-up of mammography screening
many years later in life. Figure 6.1 indeed shows that women who went to the
dentist regularly for preventive check-ups during childhood are more likely, at
every age, to take-up regular mammography screenings. The log-rank test confirms
that this bivariate association is significant (p < 0.001). To what extent is this
association attributable to a more prosperous socioeconomic situation in childhood?
The multivariate models3 demonstrate that engaging in preventive health behavior
during childhood is associated with an increased hazard of mammography screening
of 45 %, regardless of traditional socioeconomic factors of childhood (the ISCO-
88 of the main breadwinner’s job and the number of books in the household).
This early-life advantage only decreases slightly (15.6 % D 0.38–0.45/0.45) when
the adulthood socioeconomic position (wealth and education) is additionally taken
into account. As suggested by the full-path dependence model (DiPrete and Eirich
2The Survey of Health, Ageing and Retirement (SHARE, www.share-project.org) is a multi-
disciplinary and cross-national panel database on health, socioeconomic status, and social and
family networks. The third wave which provides retrospective life course information, is used
(SHARELIFE)
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Fig. 6.1 Cumulative hazard functions for starting mammography screening in Belgium, by dental
check-ups and cultural capital during childhood, and education (Nelson-Aalen estimates)
2006), childhood conditions seem to play a substantial role in engagement in
preventive health behavior during later life and in the accumulation of cultural health
capital.
Other forms of cultural capital have become increasingly important within
the framework of cultural health capital theory and health lifestyle theory. A
measurement of cultural capital in the childhood household (number of books)
and a traditional measurement in adulthood (education) could be included. The
former is an indicator of objectivized cultural capital in Bourdieu’s framework
(1986) and is considered to be a powerful proxy for the educational, social, and
economic background in early life (Schutz et al. 2008). Figure 6.1 illustrates its
significant association with mammography screening (p < 0.001). However, the
advantage of cultural capital during childhood (number of books) does not persist
after controlling for adulthood social position in the multivariate models. Education
is considered as a form of institutionalized cultural capital. It is a distinct aspect
of socioeconomic status, as it involves essential problem-solving skills and learned
effectiveness, which enable people to control their lives, including health (Mirowsky
and Ross 2003). Its decisive role for preventive health habits, such as mammography
screening, is well-established (Stirbu et al. 2007). The significant association with
education (p < 0.001, see Fig. 6.1) remains crucial, with an increased hazard for
mammography screening for tertiary-educated women compared with their lesser-
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educated counterparts. The effects are even stronger than those for wealth, which
suggests that individual competences have indeed become increasingly important.
Principle 2: Timing of Outcomes
Life course researchers are particularly interested in the “social patterns in the
timing, duration, spacing and order of events and roles” (Elder and Rockwell 1979,
p. 2). Attention is paid to how certain transitions or events can produce different
effects depending on their timing within the life course (George 1993). For example,
the consequences of the Great Depression were different for older and younger
children (Elder 1974). In addition, in life course epidemiology the notions of timing
and duration are central to the three main models for the association between early
life circumstances and later life: the latency, pathway, and accumulation models
(Graham 2002).
By contrast, the temporal dimension of preventive behaviors has been generally
ignored in both empirical research (Spadea et al. 2010) and medical sociological
theory (Missinne et al. 2014). This is somewhat unfortunate, as the effectiveness
of care depends upon a timely initiation of preventive care or check-ups and upon
its regular use. As a result of the focus on rates of illness-related health care use
in the Andersen’s framework (1983) and the dominant use of cross-sectional study
designs, questions about (preventive) health care use are formulated along the lines
of: “during the last xx months/years, have you consulted a specialist/GP/dentist/had
a mammogram ?”. This design and this question wording render it impossible to
scrutinize both the timeliness and regularity of preventive behavior. To capture a
regular pattern of care, the perception of a ‘usual source of care’ (e.g. “is there a
particular doctor you usually go to when ill, or for advice about health?”) is also
often used. However, this type of measurement also fails to adequately capture
periodic behavior and even the preventive nature of a visit (Newman and Gift 1992).
Timely detection of breast cancer is crucial given that the stage of illness
(or tumor size) at diagnosis is strongly linked to survival (Elmore et al. 2005).
Therefore, the Council of the European Union recommends that screening programs
target women aged 50 to 69 years of age (von Karsa et al. 2008), who are at the
highest risk of breast cancer. Age is generally regarded as a control or a confounding
variable, or is used as a proxy for ‘need’ for general health care use (Van der
Heyden et al. 2003), preventive health care use (e.g. Jusot et al. 2011), and for
mammography screening (e.g. Duport and Ancelle-Park 2006; Wübker 2012). In
addition, the regularity of preventive habits is recommended. For example, a two-
year interval is recommended for mammography screening (European Commission
2003), six months for dental check-ups (Riley et al. 2013) and targeted groups
should be given a flu vaccination every year.
In the discussion concerning the social gradient, the temporal dimension should
also be included. It is possible that socioeconomic inequalities are partly manifested
in both the regularity and the timeliness of preventive health care use, in addition
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to the probability of ever engaging in it (Missinne et al. 2014). For example,
health insurance data has shown that in Belgium, the dropout rate for two-yearly
mammography screening is higher among women who benefit from preferential
reimbursement (Fabri et al. 2010). Higher-educated groups might be more future
oriented and more willing to commit to a long-term goal, such as prevention
(Mirowsky and Ross 2003; Wübker 2012). Accordingly, it is possible that cultural
health capital includes knowledge or competencies that enable the timely and
regular use of preventive health care.
The way the SHARELIFE investigates mammography screening includes both
notions of temporality and regularity. The question, “In which year did you start
having mammograms regularly?” was given to all women who answered yes to the
question “Have you ever had mammograms regularly over the course of several
years?” This retrospective information allows us to gain insight into two important
questions relating to the timeliness of mammography screening. The first question
relates to the age differences that are often reported for mammography screening.
Empirical studies generally report lower engagement in screening among older
women (Wübker 2012), but confusion remains substantial (Jepson et al. 2000). The
dominant question wording renders it impossible to know whether age differences
reflect ‘true’ age effects or whether they act as proxies for period effects.4 The
latter is very probable, as knowledge about – and policy initiatives concerning –
breast cancer and mammography screening have changed considerably in Europe
during recent decades (Fisher et al. 2008). To this end, an explorative approach
has been followed. Five birth cohorts from 1910 to after 1949 in ten-year intervals
were constructed and the Kaplan-Meier graphs were tabulated for the 13 European
countries that took part in the SHARELIFE (see Fig. 6.2 for three examples; for
details see Missinne and Bracke 2014). The results do indeed suggest substantial
period effects. In all countries, earlier birth cohorts overall engage less in screening.
Figure 6.2 show that the hazard function for each earlier birth cohort is lower at
all ages, except for Sweden. Very similar age trajectories can be observed for each
cohort, suggesting no ‘true’ age effects. The cross-national comparative approach
aids in framing these period effects within the context of national screening policies,
which have already been empirically linked to the large country-differences in
mammography screening (Wübker 2014), illustrated in Fig. 6.4. I will return to
this point when elaborating on principle 4. In addition, country-specific deviations
can be related to features of national screening policies, again suggesting strong
period effects. For example, the coinciding hazards of the two most recent cohorts,
as well as an additional increase at the age of 40, can be traced back to the early
implementation of a national screening program in 1986, which targets women
from the age of 40 in 65 % of Swedish counties. In Belgium, women are invited
to participate from the age of 50. In Greece, the absence of a sudden increase indeed
4Glenn (1976) called statistical attempts to separate age, period and, cohort effects “a futile quest”
(for an elaboration, see Glenn 2003). Therefore, I have followed his suggestion to use a more
informal approach.
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Fig. 6.2 Cumulative hazard function for mammography screening initiation in Sweden, Belgium,
and Greece per 10-year birth cohort (Nelson-Aalen estimates)
reflects the absence of a national program (for an overview of screening policies,
see von Karsa et al. 2008).
Next, the hypothesis that socioeconomic inequalities could also be manifested in
the timeliness of the take-up of mammography screening was tested. Returning to
Fig. 6.1 and focusing on the specific age trajectories, an increase of screening around
the recommended age of 50 is notable for all social groups. These age trajectories
do not differ according to socioeconomic indicators for either childhood (Fig. 6.1)
or adulthood (Fig. 6.1). Accordingly, in line with what studies have traditionally
assumed, socioeconomic inequalities seem to be manifested in Belgium as a lower
probability of ever having a mammogram, rather than in the late commencement
of screening. This finding should be interpreted in the light of the relatively small
age range for which screening is recommended. The discussion about timeliness
should therefore not be closed. For example, for preventive services that begin
far more early in life, such as dental check-ups, timeliness might reveal clearer
socioeconomic inequalities in preventive health care.
Principle 3: Agency Versus Structure Debate
The principle of agency stresses that individuals are not passive recipients. Encapsu-
lated in life course research is the question of how the interplay between individual
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action and the social structure shapes the lives of individuals. Individuals act and
make choices within the opportunities and constraints of their world (Elder et al.
2003). For example, Elder described how parents and children successfully adapted
to the difficult circumstances during the Great Depression (Elder 1974, 1998).
In the introductory section of this chapter, I already touched on the structure-
agency debate, which has also received considerable research attention in medical
sociology (Abel and Frohlich 2012), most directly when studying health inequalities
(Cockerham 2005). Recently, medical sociologists have endeavored to theorize the
relative importance of agency and structure for health and health lifestyles (Williams
1995; Cockerham 2005, 2007; Abel and Frohlich 2012). It is acknowledged
that “counterposing agency with structure is a misplaced and false dichotomy”
(Dannefer and Daub 2009, p. 20). Instead, they can be recursive (Frohlich et
al. 2001) and the question is the extent to which either one is dominant in a
particular situation (Cockerham 2007). Cultural health capital theory focuses on
the specific situation of health care interactions. In this way, the broader macro-
structural level of the unequal distribution of resources is linked to micro-level
practices (Abel 2008; Abel and Frohlich 2012). Shim (2010) highlighted that
individuals are not passive recipients of cultural health capital strongly tied to social
stratification.
Another way to gain insight into the structure-agency debate is by focusing on
the different socialization contexts socially-mobile individuals are confronted with
over their life course. Each social position largely determines the ‘life chances’ of
individuals at that time and these positions constitute the structuring forces of ‘life
choices’ (agency) on health lifestyles (Cockerham 2005). The weight that Bourdieu
attributed to childhood experiences in the formation of the habitus, has often been
critiqued (Daenekindt and Roose 2013). Social mobility research parallels this idea
by addressing the multiple contexts of socialization, each with its own health-related
practices. Socialization continues into adulthood, when individuals are confronted
with new experiences (Ryder 1965) and other significant network members become
important for health behaviors (Christakis and Fowler 2007), for example marital
partners (see the principle of linked lives). Social mobility research can gain insights
into the development of health lifestyles by scrutinizing the relative impact of the
social position in childhood versus the prevailing social position.
Using the example of mammography screening has two advantages when study-
ing the health behavior of socially-mobile individuals. First, it is only recommended
from the age of 50 onwards (WHO 2013), when social mobility processes are likely
to have been actualized. Therefore, this type of health behavior is not likely to
affect the course of social mobility. In most studies, such a process of reversed
causality cannot be ruled out and hampers causal interpretations of the effect of
social mobility (Claussen et al. 2005). Second, it is very unlikely that mammography
screening is related to the event and the accompanying stress of social mobility
itself, as has been suggested for health-compromising behaviors such as alcohol use
or dietary patterns (Karvonen et al. 1999).
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Diagonal Reference Models (DRMs) were designed in particular to study the
effects of social mobility and enable estimation of the relative impact of the social
position of origin and the social position of destination. The screening behavior of
socially-immobile individuals is taken as the reference points, as they represent the
core of each social stratum. Therefore, their health-related behavior is considered
characteristic for that social position. Consequently, the health behavior of socially-
mobile individuals is modeled as a function of the characteristic behavior of
immobile individuals from the social position of origin and of destination (for an
outline of the empirical strategy, see Daenekindt and Roose 2013; for examples in
health research, see Monden and de Graaf 2012). These models were applied to the
Belgian sample of the SHARELIFE to test three hypotheses: (i) health behavior
is, in line with Bourdieu, predominantly shaped by the primary socialization
context: the social position of origin; (ii) the health behavior of socially mobile
individuals is predominantly associated with the social position of destination;
and (iii) the maximization hypothesis considers whether the experience of upward
social mobility differs from that of downward social mobility. The results showed
that the take-up of mammography screening by both upwardly and downwardly
mobile individuals reflects the patterns of the women in their prevailing social
position. Therefore, empirical support is only found for the second hypothesis.
This points to the situational nature of mammography screening, which is also
highlighted in the empirical example outlined in the next principle. However, it does
not necessarily contradict our findings that childhood socioeconomic conditions are
crucial in the development of cultural health capital (principle 1). The data limited
us to considering only occupational mobility, which is regrettable given that the role
of cultural capital in particular, such as education, has been seen as increasingly
important.
Principle 4: Linked Lives
With its principle of linked lives, the life course perspective highlights that
individual lives are lived interdependently in a network of shared relationships
(Elder et al. 2003). Because experiences are shared, the relevance of various social
events and transitions is widened (Heinz and Kruger 2001). These interpersonal
experiences are also located within a specific historical time and place that can
impact upon these micro-level settings (Elder et al. 2003).
Research on preventive health care and health care in general has focused too
much on the individual in isolation. Andersen’s (1970, 1995) heuristic model,
focuses on how individual need, socioeconomic and demographic characteristics,
and individual health beliefs are related to health services use. However, seeking
professional care is often not the result of an individual decision, but of an
interactive process (Pescosolido 1992). Recently, Umberson and colleagues (2010)
drew explicitly on the life course perspective to provide a theoretical framework
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to unfold the mechanisms underlying the relationship between social ties and
health behavior, including preventive health care use and treatment attendance.
Predominantly, the focus is on the presumed beneficial effect of marriage. Health-
related social control theories propose that partners try to influence and regulate each
other’s health behavior in order to keep their partners healthy (Lewis et al. 2006;
Umberson 1992). However, the universal protective nature of marriage has been
challenged (Carr and Springer 2010). Again, the discussion is hindered by the wide
use of cross-sectional designs, which make it impossible to discern to what extent
the effects attributed to marriage can also be ascribed to premarital health habits and
premarital socioeconomic conditions (Meyler et al. 2007). Individual lives are not
unwritten pages at the time of marriage. As outlined in the life-span development
principle, conditions earlier in life are crucial to the development of health behavior.
Although marital partners are the most important and powerful source of influence
in a person’s adult life, parents are predominant during childhood (Umberson 1992),
and also influence socialization into healthy behaviors (Cardol et al. 2005).
In Missinne et al. (2013), we hypothesized that cumulative life course advantages
or disadvantages accumulate at the household level and will be greater than at
the individual level. Partners provide each other with information and norms on
health behavior (Thomas 2011). Therefore, it can be expected that (un)favorable
socioeconomic conditions for either partner in childhood will impact on health
behavior in later life. Assortative mating can exacerbate these effects and generate
systematic divergences over the life course, as contented by cumulative advantage
theory (DiPrete and Eirich 2006). Cultural health capital theory might benefit from
the explicit inclusion of the notion of linked lives. To elaborate on how capital is
acquired and accumulates over time, it is important to understand the role of the
childhood and adult preventive health behaviors of both partners.
The dyadic nature of the SHARE and SHARELIFE enabled scrutinizing the
influence of the childhood preventive health care behavior of both wives and
husbands on the initiation of mammography screening for a sample of Belgian
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Fig. 6.3 Cumulative hazard functions for the initiation of mammography screening, by childhood
dental check-ups of the women and their partners (Nelson-Aalen estimates)
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in our sample. As in Fig. 6.1, childhood preventive behavior seems to impact on
mammography screening many years later in life (p < 0.001). However, what is
new is the significant effect of the partner’s preventive behavior (p < 0.001). Again,
the complementary log-log models show that the latter association persists after
controlling for the characteristics of the women (number of books during childhood,
childhood and lifelong dental check-ups, educational level), the characteristics of
the men (childhood and lifelong dental check-ups, educational level), and household
wealth. More precisely, the hazard for mammography screening in later life is
25 % higher for women whose husband went regularly for dental check-ups
as a child. The results suggest that the cultural health capital of both partners
impacts on women’s preventive health care use and show the importance of the
contextualization of preventive health care use within the family.
Principle 5: Principle of Time and Place
This principle refers to the fact that the life of every individual is embedded in
and shaped by a certain historical context and place (Elder et al. 2003). Historical
change can impact on an individual’s life. It can also engender cohort effects when it
alters the lives of successive birth cohorts, and period effects when the effect is more
uniform across these cohorts (Elder 1994). The different aftermath of World War II
in Europe than in the United States, illustrates that historical events might impact
differently across regions or nations (Elder et al. 2003). To translate this idea into
empirical practice, life course researchers urge us to expand the scope from national
studies, the results of which can be challenged as being too context specific, into
international comparative studies (Billari 2009; Blane et al. 2007). This has now
become possible in Europe with the advent of some large-scale research projects
that have collected life course data which is fully internationally comparative, such
as the SHARE.
Although the cross-national comparative approach is well established in health
(e.g. Mackenbach 2012) and health care research (e.g. Devaux 2013), it is still
upcoming in preventive health care research (Jusot et al. 2011). However, the exist-
ing studies have already revealed substantial cross-national variation in preventive
health care habits, including mammography screening (e.g. Wübker 2014). An
important question now relates to which institutional differences are the driving
forces behind this cross-national variation (Blane et al. 2007). For mammography
screening, it seems that general (health care) indicators (such as health care
expenditure, number of physicians, and gross domestic product) do not matter (Jusot
et al. 2011), but that the country-specific characteristics of mammography screening
policies should be focused upon (Wübker 2014).
However, the life course perspective encourages us also to incorporate how these
institutional factors change over time and how this can potentially interplay with
individual development (Elder et al. 2003, p. 11). During the last few decades,
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European health care systems have been the subject of almost continuous policy
reforms. Many of these reforms have been ad hoc interventions aimed at containing
rising expenditure on health care (Mossialos 1997). Further, the specific policies
on mammography screening have seen a substantial evolution. For example, in
Belgium the first initiatives were taken in 1975 (Van Oyen and Verellen 1994), but
it was not until 2001 that the national screening program was actually implemented.
Countries also differ greatly with regard to this evolution. National coverage
had already been achieved in Sweden in 1997 (Schopper and de Wolf 2009),
while Poland (Bastos et al. 2010) and Denmark (Schopper and de Wolf 2009)
first implemented their national program about a decade later. Cultural health
capital theory and health lifestyle theory would benefit from including this notion
of time and place. Studying how preventive health care use is affected by the
implementations of or changes to policies, might shed light on the strength of the
association between cultural health capital and preventive health behavior, as well
as on how cultural health capital is acquired and accumulates over time.
In addition to the careful specification of cohort and period effects in the
complementary log-log models, I have incorporated this principle more explicitly
by combining a cross-national and a longitudinal approach. Figure 6.2 also serves
here as an illustration. Figure 6.4 shows the strong variation in the commencement
with regular mammography screenings between the 13 European countries that
participated in the SHARELIFE. The cumulative hazard is lowest in Denmark and
highest in Sweden. It is remarkable that these extremes are both in the Northern
European region, which is generally considered as universally the best performing
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Fig. 6.4 Cumulative hazard function for mammography screening initiation in 13 European
countries (Nelson-Aalen estimates)
6 Moving Towards a Better Understanding of Socioeconomic Inequalities. . . 125
Conclusion
I have argued that a better understanding of the social roots of preventive health-
related behavior can be gained by combining recent theory formation on preventive
health care use with insights from theoretical approaches that have traditionally
developed outside the domain of health (care), but which show substantial analogies,
specifically here a life course perspective. The example of mammography screening
is used to illustrate how each of the five principles of the life course perspective
raises new questions that can advance the debate substantially. It is important to
note that methodological advancements can also be made. Besides the time-issues
discussed in the principle of timing, the longitudinal design allows for the correct
time ordering of the conditions. Time ordering is often obscured in health care
research, as need for health care is almost always defined by means of questions
about prevailing health (at the time of the interview), while items on (preventive)
health care use the previous week, month, or year as the time framework. This has
hampered conclusions on health care inequalities until now, as research has been
predominantly based on cross-sectional designs.
The long-term and developmental perspective of the life course highlights the
need to shed further light on which conditions at what life stages contribute to
the accumulation of cultural health capital. The results of the first (Missinne et al.
2014) and second study (Missinne et al. 2013) suggest that childhood is a critical
period in the development of preventive health behavior. They are in line with a
fully path-dependent cumulative advantage process, which implies that the effect
of socioeconomic conditions early in life has continuing influences on later life
outcomes, even when a person’s later socioeconomic position is accounted for
(DiPrete and Eirich 2006; Willson et al. 2007). It would be insightful to distinguish
further between childhood and adolescence, as well as different periods in adulthood
life. Moreover, preventive health care research might benefit from considering the
life course perspective’s additional focus on the length of exposure (duration)
to certain social or health conditions. For example, cumulative exposure models
(Willson et al. 2007) propose that effects of social mobility can differ according
to the amount of time spent in the different social positions (Bartley and Plewis
2007). Therefore, it would be interesting if surveys could include the age at which
individuals moved up or down the social ladder. The notion of timeliness brings
about the question of the extent to which age differences in other forms of preventive
health are attributable to ‘true age effects’ or to cohort and period effects, as in the
case of mammography screening. In addition to timely initiation, socioeconomic
inequality research should move beyond a focus on a snapshot on preventive health
behaviors and include their continuous or regular use.
The results also illustrate the importance of contextualizing preventive health
care habits within the social network, as suggested by the linked lives principle.
They suggest that the cultural health capital of both partners accumulates at the
marriage level and impacts on women’s preventive health care use. What about
other important network members? In older age, friends and offspring are also
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important agents of social control in addition to partners (Lewis and Butterfield
2007). Physicians are also ‘significant others’ whose roles deserve further attention
(Daalman and Elder 2007). Studies have repeatedly shown that even in health care
interactions, socioeconomic inequalities exist. For example, it has been reported that
more-deprived individuals receive a lower quality of care (Hall and Dornan 1990),
spend less time with a doctor (Videau et al. 2010) and receive less information
(Willems et al. 2005). Sociological explanations for these divergences are scarce
(Willems et al. 2005), but important insights could be derived from the observation
that patients in a higher socioeconomic position secure more information from
doctors, through effective expressiveness and assertiveness (Verlinde et al. 2012).
This active stance precisely constitutes the underlying idea for Shim (2010)
developing how cultural health capital may shape the content and tone of patient-
provider interactions. The life course perspective highlights that we should extend
all these questions beyond the individual level and include the societal processes
that shape and reshape the dynamics of inequality that underlie these preventive
health care inequalities (Graham 2002). The example of mammography screening
illustrates that the role of national policies can be elucidated both by cross-country
comparisons and through the study of changes within a single country over time.
A lack of (longitudinal) data and methodological difficulties are only some
of the reasons why many of these questions have remained unexplored. At least
as important is to keep the underlying theoretical premises in mind. Both life
course research and medical sociological theory are particularly well-suited to move
beyond the agency-oriented and short-term perspective, which is still dominant in
preventive health care research. The life course not only provides a longer-term view
and includes the broader societal context, but also stresses that research should be
inter-disciplinary, given that inequalities can proliferate across different life domains
(Graham 2002).
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